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CHAPTER I 
INTRODUCTION 
Purpose 
With the steady growth of the aged population in our 
nation has come an increased interest in gerontology and geri-
atrics. Awareness of the importance of this overlooked "senior 
citizenn group has been noted in many studies as we seek to 
understand and meet the needs of these aged folk. Long-term 
illness is one of the problems often faced by older persons 
in our society. Chronic illness now accounts for the major 
share of all serious illnessa1 11 Every long-term patient has 
one major need: to be looked upon as an individual, whole 
2 person. 11 The National Conference on care of the Long-Term 
patient has reported: 
The long-term patient needs to be identified as a per-
son and not as a disease or a focus of a program, and 
needs to be considered at all times as an individual 
with specific relationship to his family and the com-
munity.3 
As more people live longer and as the concept of 
treating the whole person becomes prevalent in the medical 
field, we are achieving results in.restoring the aged 
lcommission on Chronic Illness, Chronic Illness in the 
United states, ncare of the Long-Te*m patient,n vol. 2, p. 14. 
2 Ibid., P• 10. 
3Ibid. 
l 
individual to self-function and to a useful place in society. 
The total patient care approach to long-term illness becomes 
a medical-social-economic problem in providing continued medi-
cal care. A better and more thorough understanding of dis-
charge or transfer planning for continued medical care and 
possible rehabilitation through institutional placement for 
aged patients is needed in cases where continued home medical 
care is not available. 
The purpose of this study is to examine the discharge 
problems that confront the long-term aged patient on the geni-
to-urinary service of the Boston City Hospital. rt will also 
examine the role of the social worker in planning for insti-
tutional placement with these patients. 
This study was undertaken with the following four 
questions in mind: 
1. What type of long-term aged patient was referred 
for discharge planning? 
2. What were the circumstances of referral in these 
cases? By what team members, how long before dis-
.charge, and with what preparation with the patient? 
3. What actual discharge plans were made with the 
patient? were these in. accord with the recom-
mendations o.f the physi;cian and social worker? 
4· What social work activi:ties were undertaken with 
., 
the patient, his relati~es and/or .friends, the 
2 
medical team, community agencies and the pro-
spective placement? 
Method 
This study will analyze all; of the Social service re-
ferrals from the male g~nito-urinary ward during the one-year 
period from June 1, 1957, to May 31, 1958, in which the pa-
tient was over sixty-five years of age and accepted insti-
tutional placement. During this year, 460 male patients were 
admitted either directly or through transfer from other serv-
ices to the genito-urinary service for medical or surgical 
treatment. seventy-five referrals were made to social Servic~ 
only twenty-eight of these were over sixty-five and accepted 
institutional care. 
The writer was the social worker on this ward during 
this period, and her summarized records on these twenty-eight 
cases were the principal source of data for the study. How-
ever, supplementary data were taken from the worker's unre-
corded notes following interviews. A schedule was used to 
review the pertinent data in these cases (see Appendix). 
Limitations 
The cases studied were of elderly male patients, most-
ly indigent, and may not be representative of male patients 
' 
on the genito-urinary service of other general community hospi-
tals. Female patients were not included. Of the eighty-eight 
3 
female patients admitted to the female genito-urinary service, 
only ten patients accepted institutional placement. However, 
these ten female cases were not included in this study since 
it was felt important to keep the study group homogeneous with 
respect to sex. 
These cases were recorded for service purposes rather 
than for research purposes and did not contain all of the 
information desired. Thus, the writer supplemented them with 
data from her own notes and memory where this was possible. 
4 
CHAPTER II 
THE HOSPITAL 
Boston City Hospital 
The Boston City Hospital was and still is one or the 
outstanding public general hospitals, ranking as the sixth 
largest general hospital in the United states. It was es-
tablished in 1864, nearly a century ago, for the purpose of 
providing medical care to the acutely ill and injured and to 
those suffering from curable diseases. 1 Then, all Boston-
residents in need of medical care, regardless of race, color, 
creed, social or economic status were cared for here. Now, 
only patients who are economically deprived and unable to pay 
medical fees to private medical agencies are eligible for ad-
mission. Indigent patients are given free ward care. In 
emergency situations, persons who are non-residents are tempo-
rarily admitted as private patients and hospitalized in smalle! 
wards, paying fees according to the medical services given. 
They receive _the same medical services as do ward patients. 
All emergency and accident cases are admitted at all times and 
treated. Later, the eligibility status is determined through 
the admission section. 
Since this is a municipal 4ospital, all Boston resi-
dents denied admission to other prfvate hospitals or services 
1 Greater Boston Community Council, Directory or Social 
Resources of Greater Boston, 1947., p. 26. 
of private physicians are automatically referred here by com-
.munity physicians or by otner community agencies. Local phy-
sicians or physicians in the out~patient Department request 
admission of patients afte~ first examining the patients and 
recommending immediate treatment. The~e patients are then 
admitted to the wards for further medical care. Th€ ipdividu-
al may personally request admission,·if desired or if medical 
treatment is needed. 
Chronically ill patients are hospitalized only if 
suffering from acute symptoms. As soon as the acute symptoms 
hav~ been relieved and the needed medical ~reatment ~omple~ed, _ 
immedi~S.te discharge is recommended~ 
·I 
' This hospital ha~ kept pace with the changing needs of 
the community and with the new,developments ,in the field of 
I ' I 
med;i..cal science. New categories ·of illness .are treated a.'s the 
need arises. 
. ' 
The importance/0'£ the hospital to society rests upon 
the three basic function's: ·the care of the patient, 
the education of the.doctor, and the extension of 
knowledg~ regardj.ng th~ management or prevention of 
dise~se. · 
. ' . 
·This. hospital has pioneered ip the development of the 
use of X-ray, in pathology research,.and in c~inical 
7 
1 
2~at~ariiel 11J'. ~axon, M·D·, :The Hospital in Contemporary 
Life, P• 44. 
6 
investigations.3 The bone bank was the first of its kind and 
has been serving this hospital and other hospitals since July, 
J:94t;3.4 
( 
A Board of Trustees, representing the community, func-
tions as the governing body. The hospital director has ad-
ministrative responsibility for hospital policies and pro-
cedures. The Executive Committee representing the medical and 
surgical staffs assumes responsibility for formulating medical 
policies and procedures, setting up hospital standards, and 
making recommendations to the Board. 
The number of house officers is 315, and the consult-
ing visiting staff has 350 members. The nursing staff aver-
ages 685; Social Service has a staff of' 44; and non-pro-
fessional workers number 2,291. The·bed capacity, including 
the sanatorium division and the South Department, is 2,537. 
The number of' patients treated in the o:ut~~patient Department 
averages 36,318 patients yearly with a total of -279,390 visit-
ing physicians.5 Hospit~i stay for patients averages 
3Boston City Hospital, Appqintments as Interns and 
Residents, July 1, 1956 - July 1, ~957. 
I 
... 
4Boston Cith Hospital, Fridnds of the Boston City 
Hospital, Bulletin, val. 1, No.4 (June, 1950), P• 4· 
5Ibid. 
--
7 
approximately 11.28 days.6 
The facilities and services of 'the out-Patient 
Department clinics are available only to Boston ambulatory 
residents without economic resources with which to secure pri-
vate medical or clinical care. Each clinic is covered by a 
social worker to whom the physician refers patients as the 
need arises. Due to the shortage of social workers, some 
. workers cover several clinics .. 
. . 
· The following list shows the specialized departments 
of the hospital and the out-patient Department.? 
Accident Ward 
Allergy 
Anesthesiology 
Blood Bank 
Bone Bank 
Eye Bank 
cardiology 
Dermatology 
Diabetic· 
Elect~ocardiograph 
Gastroenterology 
Gynecology 
Medical 
Neurology 
Neuro-surgery 
Obstetrics 
. orthopedic 
otolaryngology 
oral 
pathology 
Pediatrics 
Physical Therapy 
Psychiatry 
;Radiology 
Thoracic 
Urology 
At present this hospital functions in close affiliation 
6Boston city Hospital, Anntial Report of the Trustees 
of the Boston City Hospital, Januar;y 1, 1953 to December 31, 
1953, P• 19. ; 
?Ibid. 
8 
with the three leading medical schools in the Boston area~ 
Boston university, Harvard_, and TU.f,ts Medic-al Schools. 
The hospital school o.f Nursing o.f.fers a three-year 
training program leading to a registered nurse degree. A.f-
.filiated schools o.f nursing in connection with the leading 
colleges and universities as well as schools o.f physical the~ 
py send their students here .for additional .field work train-
ing. The School o.f Nursing meets the standards o.f the 
Commonwealth and is accredited by the National Nursing Service. 
A survey course to acquaint student nurses with the social 
and health agencies concerned with social wel.f.are is given by 
the social service Department •. 
The .famous South Department is where patients with 
contagious diseases receive treatment. This department was 
the _.first such .fever hospital in the United states. Since 
then many hospitals have developed such departments. 
The Boston sanatorium, located in Mattapan, is con-
trolled and operated by the administrators o.f the Boston City 
Hospital. Here are housed and treated those Boston residents 
undergoi~g tr,eatment .for tuberculosis. 
The East Boston Relie.f station is located in East 
Bos~on. Here Boston residents rec~ive emergency medical treat-
ment. Later, these patients may attend any one o.f the out-
patient Department clinics. 
9 
Social Service Department 
In 1914~ Drs John J. Dowling, then Superintendent, 
recognized the need for continued medical care for tubercular 
patients upon discharge from Bo.ston sanatorium. He recognized 
the medical, economic, social~ and emotional implications of 
this illness to these pati.ents, their families, and the com-
munities to which they were discharged. Dr. Dowling was 
gravely concerned over the failure of patients to continue the 
medical care prescribed for them upon discharge as well as 
their failure to continue follow-up treatment through regular 
clinic appointments. In collaborati'on with a small group of 
women, mostly wives of physicians, he secured interest, co-
operation, and financial support for this work. Approval for 
this "Private Committee of Women 11 was given by the hdspital 
Trustees. Their function was to raise funds. to help provide 
indigent discharged tuberculosis patients meet their material 
needs during t~eir period of' readjustment to the communij;y..B 
At first ·these'services were rendered by the nursing staff. 
Two years later, these women secured appropriations from the 
City of' Boston to be used for these patient services. Their 
own funds were:now used to undertake and support new and ad-
ditional facilities and services. The Social Service 
Department w?-s created in this .manner in 1914 and has continued 
8Annual :Report, Medical social Work at the Boston City 
Hospital, October, 1914 - January, :1916, p. 29. 
10 
to render needed services ever since. 
In 1931.,. the '~Committee of Womentt. was reorganized be-
coming the nsocial service committeee" This committee still 
serves the present social Service D~partment in an advisory 
capacity·and continues to underwrite many medical and social 
projects. 
The .first Director of .social Service was a graduate 
nurse and former associate with the social Service Department 
of·the Massachusetts General Hospital .. Six untrained workers 
and a few volunteers rendered services to need~ patients, but 
the goal was a staff of trained medical.socia.l workers sup-
ported by.public funds. From its founding to the presE}nt time 
this department has been directly responsible to the chief. 
executive of the hospital. 
At present, the Social Service Department under the 
leadership of the Director is· stafred by forty-four social 
workers. The Assistant Director acts as principal social work 
supervisor as well as caseworker. .!Five are social casework 
supervisors assuming the responsibility .of supervision of from 
two to five caseworkers in addition to rendering casework 
services to patients.· one social caseworker se'rvices the 
south Department. Three social caseworkers, including one 
also acting as supervisor, and one clerk service the social 
service department at the sanatorittm. Most of these staff 
i 
I 
members are trained workers and ciyil service employees. The 
I 
11 
secretarial staff consists of one senior and one junior secre-
tary and two clerks, all civil service employees. 
: 
The Social Service Department assumes its teaching 
responsibilities by supervising students in social work from 
i 
Boston College, Boston University a;nd Simmons College and 
undergraduates from Regis College.9 
Since Boston city Hospital is a municipal tax sup-
ported and maintained institution, no financial donation is 
made to it from United Community Services. FUnds used to help 
meet the medical and social relief of patients are derived 
from nine funds, including one national, one city;~ and several 
organizational and individual contributions. 10 However, com:"'1--
prehensive these f~ds may be in helping to defray medical 
care costs, they are still inadequate to meet the medical care 
needs which prevail. With increased financial support, more 
medical and social services and facilities could be provided 
to meet these urgent medical care needs, including those of 
long-term aged patients. 
' 
9social service Committee, :Report for the Year, 1957, 
Department of social work, Boston City Hospital, p •. 4· 
10
rbid. 
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CHAPTER III 
AGING AND ILLNESS 
The 'Aged; 
our population is aging. This immense increase in 
senior citizens is the result of the changing health picture 
of our nation. Tremendous advances are taking place in.the 
-
medical field, evidence~ of which are seen in medical research, 
' 
discovery, management, and prevention of infectious and com-
. . \ 
municable diseases. prolonged illness has become the major 
health problem of the medical field in ~he nation today, and 
' ., 
there-has been a shifting of medical resources toward the 
/ - ' 
J 
development of new med~cal techniques in ~he field of the pro-
. I • 
longe,d illnesses, especially the dege:qerative diseases. of the 
aged. 
I 
Gerontology is in its infancy. Geriatric medicine is _ 
i.:r-creasing i:il SCOpe .and. service to OUT 'age.d and the· SOCi~logi-
' 
cal problems of this group a~e demandin&~onsi~er~tion. This 
' ' ' 
.. , l .l _ I 
is noted by 'Kutner anq others. 
' Throughout the-centuries man has striven :for a full 
life ••• From ancient times to the present, old ag~ .-
has bro1.;1.ght with-it mixed bless'ings.:.historical circUm-
stances, the. social conditions of the times, and · ' 
unique personal experiences-, all being_ partiy responsi-
ble. · . • · -
For s·ome persona the period of agedh:ess has brought 
with it unparalleled prestige, _1fame, and even f'ortune• 
~ I • 
·, 
I 
1Bernard Kutner, and others, Five Hundred Over Sixty, 
p. 13. 
13. 
• • • For others, age has meant unprecedented hard-
ship, chronic degenerative illness, mental disinte-. 
gration, indigency, and institutionalization. In 
modern times, age-determined exclusion from employ-
ment, subsistence on public financial support, and 
. residence in custodial insti tut~ions have been some 
of the concomitants of aging. 
Some of the sociological problems of aging are noted 
b th \ .~t 2 y e same wrl era. 
old age ushers in a period of unique problems ••• 
Among these problems are counted the termination of 
gainful employment; reduced income; the onset of ex-
acerbation of degenerative illnessj isolation through 
death or removal of family, friends, and peers; in-
creased periods of indolence; loss of physical.and 
mental abilities; widowhood; a decreasing standard of 
living; and those feelings, emotions, thoughts, and 
attitudes that attend the-foregoing evidences of the 
decline of life in our society. 
Medic~ne is bringing relief to the aged and increasing 
their years and their usefulness. Health is but one phase of 
their lives, yet, those concerned with the problems of aging 
must be concerned with the problem of health. 
It is estimated that there are 15,000,000 people over 
sixty-five.3 
In the last fifty years, the population of the Uhited 
states has doubled, but the number of persons forty-
five to sixty-four years has tripled, while those · 
sixty-five years and older have quadrupled. 
Today, one in every twelve persons in our nation is 
sixty-five or over. In 1957, the group sixty-five and over 
2Ibid. 
--
3clark Tibbitts, uThe Agin~, 11 Social Work year Book, 
1957, p .. 93. 
numbered approximately 14~800,0QO persons and was increasing . 
~y nearly 1~100 per day, or ov~r 400,000 aged persons annual-
ly.4 
Aging brings many an_d varied changes. 11 Aging is a 
./ 
composite of' physiological, psychological, and sociological 
changes, its ef'~ective onset is in the forty-five to f'if'ty-
f'ive year decade 0f' lif'e. 11 5 A certain ~ge of' sixty-f'ive may 
arbitrarily mark the transition as it is the age of' compulsory 
retirement at which Old Age Assistance and Old Age and 
Survivors Insurance commence. 
Thus, the process of' a~ing is a gradual fnd relative 
process. Aging ·literally means growing older. In the early 
years, this means incr~ase in vitality and is ~ bteneficial 
process.. Later, in the middle years this process begins to 
be degenerativ~ and in later maturity, or old age, it con-
tinues as a degenerative process with·a l~ss.of' vitality. The 
period of' old age is the last period of' a.lif'e span, t4e peri-
od which terminates in death. As Cooley says, 6 
In thinking of' the aged, it seems ·mo~e accurate to 
think of' them as ~ group with certain characteristics 
rather than as ·those ·who have reached a given ~ge. 
What aging means may, for the purposes of' this atudy 
4Ibid. 
5Ibid. 
) 
6aarol H· cooley, Social Aspects of' Illness.:~ p. 154. 
15 
be considered under three aspects to obtain a better under-
standing of the aged patient and his medical and social prob-
lems in his adjustment to instituti~nal placement. These are 
the physiological, psychological, and social aspects of aging. 
The physiological characteristics of aging include 
lowered basal metabolic rate, degeneration of the nervous sys-
tem, impaired vision, hearing, attention, memory and mental 
endurance. This aging process is an important factor i~ the 
onset of many prolonged illnesses. Physical repair o.f the body 
is slowed and more time is required for recovery. These older 
patients have a poorer tolerance to stress situations. 
The psychological characteristics of aging are not as 
obvious as are the physiological characteristics, yet, they 
are present in varying degrees and extent in each individual. 
These psychological factors include an~iety, insecurity, inade-
quacy, loneliness, dependency, uselessness, and being ilnloved, 
and unwanted. The self-concept changes as one ages and a pa-
tientts attitude toward his aging is signi.ficant to note. The 
older we are the more has affected us, and each individual 
reacts differently to the past stresses and strains, the ill-
nesses and traumas that he has experienced in the past and 
that affect his present attitudes and behavior. In Hamilton's 
words, 7 
?Gordon Hamilton, Theory and practice in Social case 
work, p. 277. 
16 
:· :~~'} 
Emotionally, old people are be~et by characteris"'t:tc''' 
feelings of inadequacy, not being needed or wanted, 
o~ being a burden. • .old people have a ten~ency to 
live in the past. 
The sociological aspects of aging must also be con-
sidered, such as retirement, lowered economic status, losses 
of numerous types, especially of family, relatives, or friends, 
reduction of personal and social interests and activities. 8 
What we are today is the result of experiences that have hap-
pened in the years gone by. The personal and social charac-
teristics of the aged individual must be understood together 
with the general physical and emotional aspects of the aging 
process .. 
Prolonged Illness in the Aged 
In addition to the many problems of normal living come 
varying degrees of acute and chronic illness to some, if not 
to most, of the aged during their mature or declining years. 
In 1956, Congress established a continuing nation-
wide sickness survey. nata available indicates that 
almost one-half of the population have chronic 
conditions of some type ••• Approximately three per 
cent of the total population have some chronic dis-
ease or impairment which makes it impossible for them 
to carry on usual activities. Of these, one-third 
(one per cent of the whole population) may be classi-
fied as chronic invalids s±nce they are either long-
term patients in institutions or living at home and 
c'annot get around without help. About one-half of the 
chronic invalids live at home and one-half in long-
8 Clark Tibbitts, ££· cit. 
17 
stay institutions.9 
This survey indicates the number of the general public who are 
chronically ill and living in institutions. Most of these are 
no doubt elderly patients since they most usually must resort 
to institutional care because of inadequate home facilities 
unless they have families. 
prolonged illnesses include such illnesses as the 
cardiovascular-renal diseases, arteriosclerotic diseases, neo-
plastic diseases, metabolic, nervous, and mental diseases. 
others also in this group are tuberculosis, arthritis, asthma 
diabetes, blindness, deafness, accj_dental injuries, and de-
generative diseases in general. 
Prolonged illness is defined by one physician in the 
following way~10 11 Prolonged illness should be viewed for all 
practical purposes as an extension of acute disease over a 
longer period of time." According to a social worker who has 
worked with aged chronically ill patients, this definition 
signifies a more hopeful outlook. 1~ 
A definition connoting and denoting the broader con-
cept of treatibility of prolonged illness, regardless 
of its present status or obstinance or duration or 
the inroads it makes as it progresses •.• 
9Lester Breslow, "Chronic Illness,n Soci'al Work Year 
Book,_l957, P• 159. 
lO.Minna Fields, Patients Are People, p. 7. 
11rbid. 
r --
.. _ .· 
·, /:..·. 
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such a concept as this has a more hopeful outlook and 
the medical evidence of a diagnosis of prolonged illness 
from now on has a more hopeful expectancy and the diag-
nosis is but the first step in treatment. 
such a broad concept as this makes more hopeful the possibilit 
of offering useful social services to these aged patients. 
Prolonged illness has its added emotional and social 
needs that the social worker must be aware of and take into 
consideration when offering casework services for discharge 
planning and prospective placement of the ill aged patient. 
The emotional and social needs of these patients are the basic 
human needs of us all, the need to feel loved, wanted, and 
secure. 12 Their emotional needs may be more acute and ex-
cessive, and they may require more medical and social services 
and facilities for the fulfillment of their needs. The need 
to be useful, to be recognized and respected as an individual, 
to be independent, and to be allowed self determination are 
some of the needs of this patient group. Some of the social 
needs of these patients that must be met are adequate housing, 
adequate income to provide for their immediate medical and 
personal needs, adequate help in understanding and carrying 
out of medical recommendations. The patient is often in need 
of social casework treatment to help him use the services and 
facilities available to him. The better the understanding of 
the needs of these aged ill patients, the better social 
l2charlotte Towle, Common Human Needs, p. 69. 
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casework services may be rendered to these patients to help 
them adapt to their circumstances. 
The concept of medical care for the aged with pro~onged 
illnesses is also changing. once the physician knew his pa-
tients and the community intimately as he was the focal figure 
in that vicEa~ He knew the medical-social-economic problems 
of most of his patients as well as those of their families and 
their relatives. Today, the physician is a specialist func-
tioning in an intricate hospital setting. The modern municipal 
general hospital is a depersonalized, departmentalized insti-
tution with many specializations of medical science. In this 
impersonal medical environment the social worker tries to inte-
grate her social services with the physician to best serve the 
patient needing medical care. 
prolonged illness and hospitalization, together with 
discharge and the need for rehabilitation or for custodial 
or terminal post-hospital care, pose varied problems for pa-
tients of all ages. Especially is this the situation for the 
aged ill. The Commission on Chronic Illness states:1 3 
The long-term patient needs, in addition to definitive 
medical care, the kinds of services that will restore 
his morale, keeping him intellectually and emotionally 
in the stream of life. Not all long-term patients 
will need all those services, but mpst will need sever-
al. The social work, occupational therapy, physical 
therapy, rehabilitative services, counseling services--
13commission on Chronic Illness, care of the Long-Term 
patient, p. 12. 
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all of relatively little importance in acute illness--
are of prime importance in the care of the chronically 
ill. 
This commission continues:14 
Prevention of chronic illness and care of the chroni-
cally ill should be an integral part of general medi-
cal care. 
Regarding different types of care, the Commission says: 
Some of these hospitals now have facilities for diag-
nostic work-up, study of the progress of the patient, 
definitive medical treatment i~cluding rehabilitation, 
and convalescent /Custodial and terminal! care. • • 
Some have admittedly had their hospital-function 
hampered by an accumulation of patients whose need is 
not for hospital caricbut for some sort of sheltered 
living arrangements. / ' 
Adequate care of the long-term patient requires ar-
rangements which promote frequent evaluation of pa-
tient needs and easy f:tow back and fgrth among home, 
hospital, and related institutions.l , 
Another writer states ~edical care from a social viewpoint. 1 7 
The broad objective of medical care is to enable the 
patient to use in a maximum way in healthfulliving, 
his own strength and resources. 
sound social planning with elderly chronically ill pa-
tients depends upon sound medical diagnosis and treatment, 
which includes sound social evaluation and treatment. The 
14Ibid., p. 14. 
l5Ibid., P• 190. 
16Ibid., p. 425. 
l?Harriet M· Bartlett_, ninfluence of the Medical 
Setting on Social Case.Work services,tt in Readines in the 
Theory and Practice of Medical Social Work, p. 9 • 
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medical team needs to be provided with pertinent social i~or-
mation which the social worker can contribute. · The physician 
focuses on the establishment of the best goal for comprehensive 
medical care and for sound dischar~e plans for total patient 
care. For comprehensive medical care, the physician must see 
the npatient as a person; 11 and the social worker must see the 
. 18 11 person as a patient. 11 In the patient-physician relation-
ship, the patient is in search of support and affection as well 
as of medical advice. 
Since the duration of hospitalization for acute medi-
cal treatment and even for long-term aged ill patients has 
been radically shortened with the advances in medical science 
and treatmentj patients stay for shorter periods of time in 
hospitals today even for treatment of prolonged illnesses• 
Further medical care, when indicated; may be carried o-ut onan 
out-patient basis or by attending physicians if the patient 
is placed in a nursing home or institution. The physician is 
I 
responsible for medical recomme~dations so that the patient 
may avail himself of a program of continued medical treatment. 
It is the responsibility of the social worker to co-operate 
with the physician to help further the medical goal for the 
patient. It is the responsibility of the patient to accept 
and avail himself of available medical care. Relatives and 
18 
•lt •t 294 Ham1 on, Q£• ~., P• • 
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~riends of patients are also helpful in this. 
With prolonged illness o~ elderly patients, the need 
for social services is becoming increasingly prevalent in the 
hospital setting. Prolonged illness in these elderly folk 
poses many problems, medical, social, economic, and emotional 
which necessitate collaborative communication among those 
caring ~or their wel~are. Better understanding is needed o~ 
the patient, the illnesses, the aging, and the psychosocial 
~actors inherent in the behavior o~ the patient in his re-
action to his illness, his hospitalization, his discharge, his 
acceptance and use of continued medical care services and 
~acilities. Providing continued medical care ~or aged ill 
patients presents many physical, emoftiona1., and social prob-
lems. It is within this sphere that the integrative ~unction 
o~ the social worker can be e~~ective to t~e physician, to the 
patient, to his relatives and ~riends, and to the community 
services ·and ~acili ties that attempt to serve the patient-. 
Comprehensive medical care is a medical, social, and economic 
problem requiring the collaboration o~ many disciplines in an 
attempt to help the patient achieve maximum restoration o~ 
health and well-being. 
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CHAPTER IV 
PERSONAL AND SOCIAL CHARACTERISTICS OF THE PATIENTS 
Cultural 
Factors associated with rac;e, religion, and nationali-
ty may condition the patient's attitude and .adjustment to se-
nescence, prolonged illness, the need for medical care, sepa-
ration from family, friends, and community, and acceptance of 
institutional placement. 
All but one of these aged men were white, while one 
was Negro. Their religious affiliations included the four 
major religions: nineteen were catholic, six Protestant, two 
Greek orthodox, and one was of the Jewish faith. 
The birthplace of these patients gives some indication 
of their cultural backgrounds. Table 1 notes the place of 
birth of this patient group. 
Place of 
Birth 
United states 
Ireland 
Italy 
Greece 
Lithuania 
England 
Russia 
TABLE ~ 
PLACE OF BIRTH 
Number of 
patients 
11 
6 
5 
2· 
2 
l 
1 
zB 
It should be noted that seventeen of the patients were 
foreign born while eleven were American born. This large pro-
portion of foreign born~may mean,that these patients experi-
ence greater difficulty in accepting American patterns of 
:patient care and institutional placement. 
/ 
The age distribution in this study group is shown in 
Table 2. 
TABLE 2' 
AGE 
Age Number of patients 
6.5 69 3 
70 
- 74 10 
7.5 - 79 6 r 80 - 84 3 85 - ,89 5 
90 - over 1 
-
> . 
Total 28 
The largest single group of patients, ten, or 28 per 
~ 
cent, falls in the second category, 70-74 years. The next 
largest group, falls ii?- the category 7.5-79. Almost one-third 
of this group is 80 years or over, while over 90 per cent is 
over 70 years of age. With so large a percentage of this 
group in the older age range, it may be expected that they 
have fewerrfinancial and family resources to help them through 
a prolonged period of illness. 
Marital status and Living Arrangements 
The marital status of the patient is a factor to con-
sider when making discharge plans. Illness, especially long-
term illness, is always disruptive to family living. patients 
without families have as man~ if not more, problems than those 
with families with the exception of those few who are fortu-
nate enough to have friends. Table 3 shovts the marital status 
of the patients. 
Marital 
Status 
Widowed 
Single 
Married 
Separated 
TABLE 3 
MARITAL STATUS 
Total 
Number of 
patients 
13 
9 
5 
l 
28 
A high incidence of widowed men may be expected in 
this age group. The thirteen widowers, or slightly over 46 
! 
per cent, comprise the largest group of patients. The next 
largest group consists of nine single men, 32 per cent of the 
group. one man was separated from his family. Thus, more 
26 
I 
than three-fourths of the group are lacking the practical and 
emotional support of a spouse. 
The type of·previous living arrangements of the pa-
tient is important to know when planning transfer for long-
term care. Separation from family, friends, and community, 
perhaps permanently, create much anxiety for these aged pa-
tients. The past living arrangements of the patient may be 
one of the deciding factors between the selection of 1tjust 
some place for the patient to go 11 or the selection of the 
11 bestn possible insititutional care placement. Table 4 shows 
the previous living arrangements of the patientse 
LIVING ARRANGEMENTS 
Living Arrangements 
own.home with relatives 
Home of a friend 
own home alone 
Rooming house 
Nursing home 
Total 
Number of 
patients 
12' 
3 
2 
~ 
28 
The largest single group of patients, twelve, or near-
ly 43 per cent, were living with relatives in their own home 
or the relatives' home; four of these men w'ere living with 
their wives. TWo of the three men living with friends were 
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•. 
· laborers and four general laborers included in this group. 
The four semi-skilled men were~ one office clerk~ one roofer, 
one outside house painterj one railroad fireman. The seven 
_skilled workers, 25 per cent of this study gr'oup, include.d one 
I 
• I 
brickmason, one steamfitter, one carpenter, and four self-
employed men (one tailor, one butcher, one battery manufac- . 
turer, one shoemaker). This group included one professional ,. 
newspaper editor. 
TABLE 5 
OCCUPATION BEFORE RETIREMENT 
I 
· Occupa i;~on 
Unskilled 
semi-skilled 
Skille-d . 
P,rofess:Lonal 
Total 
Number of· 
patients 
16 
4 
7 
1 
28 
I 
0n the whole, the standard of living of these patients 
' The four semi-skilled 
wo_pker's were :i.:b. the lower incom:e brackets with li ttl~ or no' 
. ~ . I 
~ finan9ial re.ser'[e.s. ·The seven· sk'illed men with ID,gher incomes 
. - ' 
were,mostly indigent pattents, .POSSibly due ~o the~J;? long-
' 
term il;:!-nesses .. Few, i.f _any of these workers were protected 
by any type of life or health insurance and after retirement 
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were financially unable to purchase such security with their 
meager incomes. 
Table 6 shows the current income source of the pa-
tient's. 
TABLE 6 
SOURCE OF INCOME AT ADMISSION AND AT DISCHARGE 
Source of Income 
o.A.A. 
o.A.S·I· 
o.A.S.I· and O·A·A· 
R·R· pension 
R·R· Pension· and O·A·A· 
Disability Assistance 
savings 
Relative Assistance 
Family service 
Association 
Total 
Number of patients 
Time of Admission 
9 
5 
5 
1 
3 
1 
3 
1 
28 
Number of patients 
Time of Discharge 
9 
10 
4 
1 
1 
3 
28 
The chief means of support for this group of aged re-
tired men at time of admission was Old Age and Survivors 
Insurance and Old Age Assistance. Nineteen patients, nearly 
68.-::P~Fc&~ht :f,!eJ:l(~!im these categories. .Income derived from 
these sources, as well as from railroad pension plus Old Age 
Assistance., brings the total public income to 78 per cent.. Of 
the six remaining patients, three were partly supported by 
relatives, one by Family service Association, one through 
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personal savings, and one unaided at time or hospitalization 
later received Disability Assistance. 
At time or discharge, twenty-rour patients, nearly 86 
per cent, or this patient group were receiving either Old Age 
and survivors Insurance, Old Age and Survivors Insurance plus 
Old Age Assistance, Old Age Assista~ce, Disability Assistance, 
or Railroad Pension plus Old Age Assistance. 
At discharge, the rive patients already receiving Old 
Age and survivors Insurance were accepted ror Old Age 
Assistance which supplemented and partly met their needed con-
( 
tinued medical institutional care. The patient managing on 
his railroad pension also received Old Age Assistance to meet 
his medical expenses. The one patient having his own savings 
used it to pay his own medical expenses ror arter-care. When 
his savings are nearly depleted, he would then be eligible to 
apply ror Old Age Assistance. Relatives already supporting 
the three patients rerused rererral ror Old Age Assistance 
' prererring to continue responsibility ror assuming patient•s 
medical expenses rrom their own undisclosed rinancial re-
sources. 
CHAPTER V 
MEDICAL CHARACTERISTICS OF THE PATIENTS 
Introduction 
All of these patients were afrlicted with genito-uri-
nary ailments. The genito-urinary system is the bodily system 
relating to reproduction and to urination. 1 This system con-
sists of the two kidneys, urinary tract, bladder, and repro-
ductive organs. urology is the branch of medical science 
which embraces the study, diagnosis, and treatment of diseases, 
of the genito-urinary tract. 2 
Urogenital diseases, exclusive of the sexual disorders 
are infections, obstructions, stones, tumors, injuries, 
and anomalies. Of these, infections and obstructions 
often become general urological diseases since each 
may involv3 all or a large part of the urological 
apparatus. 
The major diseases of the genito-urinary system in-
clude the neoplasms, fistulas, strictures, calculi, hydro-
nephrosis, tuberculosis, and non-specific infections, with 
ureteritis, urethritis, prostatitis, and cystitis, being quite 
prevalent among elderly males. Acute and chronic pyelone-
phritis are the most common kidney infections. Inflammatory 
conditions of the kidneys also include such diseases as acute 
lThomas Stedman, Medical Dictionary, p. 555. 
3Russell cecil and Robert Loeb, Textbook gf Medicine, 
P• 209. 
32 
and chronic glomerulonephritis, arteriolar nephrosclerosis, 
degenerative nephrosis, and the nephrotic syndrome. Clinical 
symptoms indicative of these diseases are uremia, anuria, 
prostatism, neurogenic bladder, incontinence, and scrotal 
masses. In the aged many of these renal diseases are associ-
ated with arteriosclerotic heart .disease and arterial hyper-
tension. 
The psychological reaction of these patients to their 
genito-urinary dysfunction is usually one of tenseness due to 
the association that the patient has in his mind of feelings 
of shame, guilt, inadequacy, and fears.4 The genito-urinary 
tract has special significance for every person. Any surgery 
in any section of the genito-urinary system tends to reacti-
vate more fears than elsewhere in the bodily systems. For the 
aged with such illness these fears still persist, and must be 
considered when attempting to help these patients. 11 Facts are 
the best antidotes to the anxieties that are mobilized by the 
real dangers • 11 5 
Diagnosis 
Clinical symptoms necessitating hospital admission to 
the genito-urinary service were three major symptoms with 
4Leopold Bellak, psychology of Physical Illness, 
P• 121. 
5Ibid., p. 55. 
thirteen patients complaining of incontinence, eleven seeking 
treatment for acute urinary retention~ and four men requiring 
treatment for hematuria. In most cases, onset was insidious 
and progressive, few patients being cognizant of the acuteness 
of their symptoms. This vagueness would also seem to indicate 
the.insidiousness and gradualness of the onset and progression 
of most of these prolonged illnesses. In this study, onset of 
illness seemed to be the one factor that the patient seemed 
to be unaware of and unable to furnish data on. Table 7 shows 
that all patients suffered from one primary chronic illness 
and several patients suffered from various secondary chronic 
conditions~ one or all of which were wholely incapacitating 
or partly disabling to these aged patients. 
Table 7 shows'age and the primary and secondary diag-
nosis of each patient. The primary reason for the patient 
being admitted to the genito-urinary service was consi.dered 
the primary diagnosis. Referrals to social service are made 
on the ~asia of medical recommendations pertaining to the pri-
mary diagnosis, even though the secondary diagnosis .may also 
be a major factor. 
Table 7 presents the age of patients and their primary 
and'.'seconda.ry. diagnosis at time of discharge. In this study 
group of twenty-eight patients, the primary diagnosis of 
eighteen patients, or 64 per cent, was benign prostatic hy-
pertrophy which included eight men with two or more illnesses 
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TABLE 7 
AGE, PRIMARY AND SECONDARY DIAGNOSIS OF PATIENTS 
case 
Number 
1 
2' 
3 
4 
5 
6 
7 
8 
9 
10 
Age 
83 
67 
71 
72 
74 
88 
75 
68 
70 
80 
Primary 
Diagnosis 
ca. ~to Prostate with 
metastases 
BPH* 
ca. of' penis with 
metastases 
BPH 
BPH 
prostatitis 
Uretheral stricture 
Secondary 
Diagnosis 
Alcoholism 
Bronchitis 
Organic brain syndrome 
Malnutrition 
Alcoholism 
ASHD 
Asphasia 
Lef't hemiplegia 
Alcoholism 
ca. of' intestines 
Alcoholism 
ASHD 
Alcoholism 
ASHD 
Diabetic 
stasis dermatitis 
Alcoholism 
ASHD 
Pyelonephritis, severe~ Alcoholism 
acute, and chronic OVA~{' Bilateral tender-
BPH 
Cystitis, acute 
BPH 
Urethritis 
BPH 
ness 
Alcoholism 
Peptic ulcers 
Alcoholism 
ASHD 
Deafness 
Myocardial inf'anction 
Alcoholism 
ASHD 
l! 
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Table 7 
case 
Number 
11 
12 
13 
15 
17 
18 
19 
Age 
71 
82 
73 
73 
76 
84 
88 
82 
77 
- 2 -
Primary 
Diagnosis 
BPH ~· 
Cystitis'" 
Hydrocele, right 
Neurogenic bladder 
BPH 
BPH 
BPH 
ca. of Prostate 
BPH 
Urinary infection 
BPH 
Prostatitis~~ 
Urethritis 
BPH 
BPH 
BPH 
Continued 
Secondary 
Diagnosis 
Alcoholism 
ca. of intestine 
CVA, aphasia, partial 
Alcoholism 
ASHD 
Alcoholism 
Pulmonary emphysema 
Ventral hernia 
Malnutrition 
Alcoholism 
Deafness 
; 
Alcoholism 
ASHD 
Emphysema~~ 
Tertiary lues 
Spondolysis 
Alcoholism 
ASHD 
Bronchitis* 
ASHD 
senility 
Alcoholism 
ASHD 
ca. of intestine 
Rheumatoid arthritis 
Cellulitis both legs 
stasis dermatitis* 
Subdural hematoma, 
abscess 
Myocardial infarction 
Aphasia 
Hemiplegia, right 
.!' 
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Table 7 
case 
Number 
20 
21 
22 
23 
24. 
25 
26 
27 
28 
Age 
87 
72 
76 
74 
67 
75 
90 
74 
76 
- 3 -
Primary 
Diagnosis 
Urethral strictures 
Pyeloneohritis, 
-bilateral 
Renal cysts 
ca.. o.f bladder 
Bladder tumor 
cystitis~~< 
BPH 
.Urethral stricture 
ca. o.f.prostate 
BPH 
ca. kidney with 
metastases 
Pyelonephritis~~ 
BPH 
Continued 
secondary 
Diagp.osis 
Alcoholism~~< 
Intestinal obstruction 
Cholecystl tisit-
Dea.fness 
Alcoholism 
Tabes dorsalis 
Tertiary lues 
Alcoholism 
ASHD 
Alcoholism 
ASHD 
stomach tumor 
Blindness 
Alcoholism 
ASHD 
cough~t-
ASHD 
Hemiplegia, le.ft 
Inguinal hernia, right 
Hypertension 
ASHD 
Dea.fness, partial 
Blindness, total 
Alcoholism 
ASHD 
Emphysema 
Pleural e.f.fusion 
Alcoholism 
ASHD 
Pneumonitis 
*A chronic condition o.f the diagnosis. All diagnosis o.f 
alcoholism is chronic. 
BPH - Benign prostatic hypertrophy OVA-Cardiovascular accident 
ASHD- Arteriosclerotic heart disease Ca.-Cancer 
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and .two other men with cancer of the genito-urinary tract. In 
addition, there were five other ·patients with can,cer of the 
genito-urinary system; two with phe.lonephri tis; two with cys'f?i-
tis; and one with prostatitis. rt is significant that of 
these twenty-eight patients, f~urteen, or on~-half the group, 
. " ' 
suffered from several primary ailmentse Included were seven 
men, or 25 per cent~ with cancer as a primary diagnosis and 
two others with cancer as a secondary diagnosis. All but one 
cancer patient was alcoholic. 
Considering the second·ary diagnosis, it is significant 
that all patients had several chronic secondary conditions. 
Twenty-four patients, or 85 per cent, were chronic· alcoholics; 
fifteen of these were also afflicl!Jed with arteriosclerotic 
heart disease. This group of twenty-four alcoholics included 
twelve patients with benign prostatic hypertrophy. Of' the 
remaining four, not alcoholic, three had arteriosclerotic 
heart disease and one had myoc8:rdial infarction. Of the eight-
een patients with general arterioscl:erosis, five had respira-
tory conditions and three had some form of cancer. one dia-
betic was also alcoholic. Two others, both alcoholics, 
suffered from malnutrition. Additional physical disabilities 
included four patients with some degree of deafness, three who 
were aphasic, three who were hemiplegic, and two who were 
partially or totally blind. 
Seventeen patients had a secondaFJ diagnosis of heart 
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ailments, mostly general arteriosclerosis. All heart patients 
were also chronic alcoholics. Of the other eleven patients, 
four were alcoholics, two had upper respiratory conditions, 
one cancer of the intestines, one chronic peptic ulcer, one 
deafness, one tabes dorsalis and the other intestinal obstruc-
tion. Six alcoholic patients also had upper respiratory in-
fections and three of these were ~ancer patients. Although 
the sampling was small, all had at least three chronic ill-
nesses including primary and secondary diagnoses. 
prognosis showed fourteen, or 50 per cent, of the pa-
tients with unknown prognosis; seven, or 25 per cent, with 
good; five with fair; and two with poor. 
The medical factors considered in Table 7 have impli-
cations that need to be thoroughly understood by the social 
worker when contemplating discharge planning with the. patients. 
The personal, social, and emotional aspects of prolonged ill-
ness are interrelated with these medical findings. Individu-
alizing each patient to the extent of better understanding of 
the patient, his illness, and the specific meaning of this 
illness to the patient is the goal of the social worker in 
evaluating, and planning continued medical care through insti-
tutional placement. rn all of these cases, individual dis-
charge plans needed to be made taki~g into consideration all 
the pertinent factors. Were it notfor the complicating 
' 
secondary diagnosis~ most of these patients could have availed 
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themselves of more satisfying plans. Pati~nts completely alone 
without family and home and with little, if any, money were 
those most in need of institutional placement for procuring 
the recommended continued medical care. 
Present Hospitalization 
The length of hospitalization for the present illness, 
as presented in Table 8, includes only the time the patient 
spent on the genito-urinary service, although ten of th~se pa-
tients had previously been on other services. Any hospitali-
zation of thirty days or over is considered prolonged illness. 
This particular genito-urinary service is predominantly a 
surgical service with few patients hospitalized here who will 
not undergo surgery. several patients were transferred here 
pending surgery but were later discharged when surgery was not 
required, not accepted by patient, or not deemed advisable by , 
the doctor. 
Although these patients all had prolonged illnesses, 
only four, or about 14 per cent, were hospitalized for one 
month or over. This may in part be explained by the type of 
i 
hospital setting and the nature of the particular service. 
TWenty-four patients, or slightly over 85 per cent of the pa-
tient group studied, received less than four weeks hospitali-
zation for the present illness. The largest single group of 
ten patients were hospitalized between one to two weeks, which 
in general municipal hospitals is the average length of 
1,_ 
hospitalization. 
TABLE 8 
LENGTH OF PRESENT HOSPITALIZATION 
Nu..mber of Days 
Hospitalized 
35 - 4l 
28 34 
21 - 27 14 - 20 
7 - 13 
Less than 7 
Total 
Number of 
patients 
3 
l 
5 
6 
10 
3 
28 
In this study, ten patients had been transferred to 
the genito-urinary service from other s~rvices. Eight had 
been transferred directly from medical services; one, first 
from medical service to surgical and finally to the genito-
urinary service; and one, directly from the surgical service. 
The ten transferred patients had been hospitalized on previous 
wards from one to sixty days before coming to this service for 
further treatment. 
' . 
CHAPTER VI 
REFERRAL AND DISCHARGE PLAN& 
. ' Referral 
The reason f'or ref'erral of' all of' these patients to 
' social servic.e was f'or the· purpose of' some type of' discharge 
planning preferably home medical care whenever f'easible or, 
f'ailing this, ·some ;rorm of' insti tuti_onal placement. Referrals 
of' patie:qts to the Social Service D.epartment hegins "t;he soci~l 
service con~act. These ·ref'errals·6riginate primarily f'rom the 
medical teamj however, they m~y also be initiated by the pa-
·tient, relatives, frie~ds, hospital personnel, administration, 
or various community agenci'es. The largel:lt number of' cases 
in this study group.were ref'erred by the medical team f'ollowing 
daily ward rounds, as shqwn in Table 9~ 
TABLE 9 
SOURCE OF REFERRAL 
source of' 
Ref'erral 
Head n:urse 
Physician 
Relative 
Family Service Associatioq. 
' . 
Total 
Number of' 
patients 
1.5 
11 
1 
1 
28 
Fif'teen cases, nearly 54 per cent of' the.ref'errals, 
were made by the head nurse at the request.or the physician. 
Most or the eleven cases rererred by physicians were rererred 
toward the middle and end or this study period. This would 
seem to indicate that·as the physician better understood the 
function or social service he rererred more cases •. At the end 
or this study period, all rererrals came directly ·rrom the 
physician. Ninety-three per cent or all re·rerrals were rrom 
the medical team. one rererral came rrom the daughter-in-law 
or a patient when notiried that the patient was ready to return 
home. Family service Association made one rererral. This was 
to inrorm the social worker that the patient would need some 
type or rinancial assistance at time of discharge. 
Preparation by the physician ror rererral to the social 
worker can relieve much or the anxiety or the patient. In 
thirteen cases, o~ 46:-':Psn":'>ce:npc'liJr the group, the physician was 
helprul to the patient in helping him accept social service 
rererral. In the remaining rirteen cases, or 54 per cent, 
this preliminary preparation orrered by the physician was un-
known. These patients were not rully aware or this referral 
until interviewed by the social worker, at which time she 
clariried this rererral ror the patient. ward rounds on this 
service are attended only by the residents, internes, and head 
nurse. Ir a social worker were .also present on ward rounds, 
this would be her introduction to the patient as part or the 
I 
medical team to assist in any social problems the patients may 
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have during their hospitalization as well as at time of dis-
charge. patients would~ in this manner, then be better pre-
pared for social service referrals. 
Time between hospital admission and referral is shown 
in Table 10. 
TABLE 10 
TIME BETWEEN HOSPITAL ADMISSION A~ID REFERRAL 
Number of 
nays 
0 - 4 
5 - 9 
10 -14 
15 -19 
20 -24 
Total 
Number of 
patients 
10 
8 
6 
3 
l 
28 
Ten referrals~ or nearly 36 per cent of the group, 
came within four days of admission to the ward, with one pa-
tient referred the day he was transferred from another serv-
ice. Within a two-week period twenty-four patients, 86 per 
cent of the cases~ were referred. Early referrals are bene-
ficial to all concerned with rendering optimum medical care to 
the patient. They are beneficial to the hospital by keeping 
as many hospital beds as possible ready for use should any 
emergency arise. Early referrals also allow more time for 
satisfactory social study, diagnosis, evaluation~ and treatment 
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and for the necessary contacts with relatives, friends, and 
community age~cies. Early referrals help the patient, by 
allotting as much time as possible to him within which he mf.~ 
formulate his ~wn plans and make his own decisions more cont~-
dently. 
Discharge Plans 
sound social planning with the aged ill patient is 
dependent upon sound medical diagnosis and treatment which 
includes sound social evaluation. The medical team needs t<P 
be provided with pertinent social information which the soclal 
worker can contribute. The physician focuses on the estab-
lishment of the best goal for comprehensive medical care and 
for sound discharge plans for total patient care. The phy-
sician is responsible for medical• recommendations so that tre 
patient may avail himself of a program of continued medical 
treatment. Further medieal care, when indicated, may be cal-
ried out on an out-patient basis or by attending physicians 
if the patient is placed in a nursing home or institution. 
It is the responsibility of the social worker to co-operate 
with the medical team to further the effectiveness of the 
medical goal for the patient. It is the responsibility of the 
patient to accept and use the available medical care available 
to him. Relatives and friends of patients are also helpful 
in this. Providing continued medical care for aged long-term 
patients presents many physical, emotional, and social 
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problems. Comprehensive medical care is a medical, social, 
and econ-omic problem requiring collaboration of' many disci-
plines in an attempt to help the patient to achieve maximum 
restoration of' health and well being~ Better understanding 
is needed of' the psycho-social factors inherent in the be-
havior of' the patient in his reaction to his illness, his 
hospitalization, his discharge, his acceptance, and use of' 
continued medical care services and facilities. It is within 
this sphere that the integrative function of' the social worker 
can be effective to the physician, to the patient, to his 
relatives and friends, and to the community services and f'a-
pilities that attempt to serve the patient. 
The physician, sometime before the patient is dis-
charged, consults with t~e patient and/or his relatives and 
friends to clarify f'or the patient the nature and extent of' 
his illness and his capacities and limitations. It is the 
desire of' the physician that the patient return home whenever 
the medical condition and the social situation are conducive 
to such a plan. Most, if' not all, of' the patient group were 
indigent, or near indigent aged f'olk with prolonged illness 
who were unable to return to their own homes because of' inade-
quate living conditions to meet the medical recommendations 
required f'or post-hospital care. patients who did have rela-
tives or friends, were in most cas.es unable to avail them-
selves of' thei~ living arrangements f'or reasons of' inadequate 
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living arrangements. In some cases, relatives were rejecting 
of the patient and openly requested nursing home placement ~or 
the patient. In these cases, interpersonal relationships were 
already strained to the point where home placement would have 
been inadvisable for the best welfare of the patient. UPon 
evaluation of the social situations, only a few patients could 
have obtained even a minimum of suitable continued medical care 
by returning to their previous living arrangements. 
The discharge plans as recommended-by the medical team, 
and as actually carried out by the patient with casework serv-
ices of the social worker is no,ted in Table ll. 
Type of 
care 
Nursing home 
Chronic hospital 
own home 
Total 
TABLE ll 
DISCHARGE PLANS 
Plan as Made 
By Medical Team 
l8 
7 
3 
28 
J 
Plan as Accepted 
By patient 
21 
7 
28 
As noted in Table ll, the discharge plans as recom-
mended-by the physician for this group of patients was that 
eighteen patients, or 64 per cent of the cases, were in need 
of nursing home care to obtain the continued medical care 
recommended. seven patients, 25·per cent, were in need of i 
chronic hospital care. The physician considered that only 
three patients, slightly over 10 per cent of the cases, were 
capable of returning to their .own homes and managing for them-
selves, or of carrying out the physician's medical recommenda-
tions. The social worker, upon social exploration, study, and 
evaluation, found the present living conditions and arrange-
ment of these three patients inadequate. Upon consultation 
with the physician and presentation of social data, the phy-
sician reconsidered nursing home placement as the better plan. 
The discharge plan as accepted by the patient of this 
group was that twenty-one patients, or 75 per cent, accepted-
the nursing home care recommended for them. These patients 
were placed in fourteen different nursing homes. rn only one 
case did the patient return to the same home from which he 
entered the-hospital. The seven patients, 25 per cent of the 
group, who accepted chronic hospital care were in need of 
terminal care. Of these, only one patient was placed in a 
public institution. Three patients filed applications but due 
to the long waiting list, two were placed in nursing homes 
awaiting admission to a public institution and pre~erred to 
remain there. Four patients in nursing homes needed chronic 
hospital care but because they were unable to make sufficient 
adjustment to their illness to accept such care were only able 
to accept and use nursing home placement. 
Of this group of twenty-eight patients, mine, or 32 
:• 
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per cent, were resistant to hospital discharge pre~erring to 
remain in the protective, secure environment o~ the hospital 
ward to meet their dependency needs. In three of these cases, 
it was the relatives who were most insistent upon the patient 
remaining on the ward. In all these cases, these relatives 
re~used to accept the patient into their home. Four could 
have returned home, but with such negative ~amily relation-
ships, institutional placement was considered the best plan 
~or the welfare o~ the patient. Six patients were insistent 
upon returning home temporarily to care for their personal 
problems and possessions before entering any other institution. 
In all cases, arrangements were made ~or these mattera to be 
taken care of as the patient desired. 
~· ~-,. 
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CHAPTER VII 
CASEWORK SERVICES 
Types of' Contact 
Table l2 shows with whom the contacts occurred in 
· these cases. 
Person 
Contacted 
patient 
Relative 
Friend 
TABLE l2 
TYPE OF CONTACT 
Total 
Number of' 
Contacts 
86 
46 
4 
l36 
In most of' these cases, placement was achieved by a 
limited number of' f'ace-to-f'ace interviews with the patient, 
relatives and/or f'riends, members of' the medical team, and 
community resources. Face-to-f'ace contacts involved mostly 
the patient, relatives, or f'riends. In three cases, two and 
three relatives were interviewed simultaneously. 
Telephone contacts, although unrecorded, accounted f'or 
a high percentage of' collateral communication in co-operative 
discharge planning with relatives, but more especially with 
the medical team,. the community resources, and the prospective 
placements. Most telephone con~acts were f'or the purpose of' 
arranging interviews, giving and obtaining information perti-
nent to the patientts discharge, initiating and implementing 
discharge plans, community referrals, and follow-up. 
In all, fifty-eight persons were contacted in these 
twenty-eight cases to procure the essential social data for 
planning, to facilitate the discharge planning, or to take 
whatever steps were needed before the cases were closed. In 
each of the twenty-eight cases, the patients were either 
wholly or partially involved in their own placement planning. 
Although these patients were elderly and ill, they did assume 
most of the responsibility for decisions about their own 
placement. Thirteen patients were discharged with three 
interviews, and eight patients needed two interviews each to 
achieve placement. Only two patients required five interviews 
for plan_n.ing. 
Although many patients had relatives, for many reasons 
they were unable to assume responsibility for planning for the 
patient. Daughters comprised.the largest single group of kin 
planning for patients. Six daughters, wit? seventeen tnter-
views, made plans for four patients. only one wife made dis-
charge plans. With nine relatives, one interview was held, 
other plans being fulfilled by telephone. With four relatives, 
two contacts were needed, and with another four, three ap-
pointments each were sufficient to complete plans. Five 
interviews were held with one relative. Only three friends 
were contacted, two friends each with one interview, and one 
with two. 
The eight types of community. resources contacted are 
listed in Table 13, together with the number of agencies in-
volved. 
TABLE 13 
TYPE OF COMMUNITY RESOURCES CONTACTED 
·. Type of Resource 
Public Assistance* 
Nursing'homes ** 
Chronic hospitals 
Local physicians 
Family Service Association 
Visiting Nurse Association 
Aid to Blind 
Ments ·Club 
Total 
Number of 
Agencies 
5·· 
.31 
7 
2 
2 
1 
l 
1 
5·o 
~E-Fi ve agencies comprise the total number of d'istrict agen-
cies with~n the Boston District. 
~H~These include the six private chronic hospitals in the 
Boston area, plus one public hospital for Boston residents. 
The greatest number of community contacts were with 
the five district public assistance agencies. The var.ious de-
partments in these five district agencies served twenty-two 
patients; nearly 79 per cent of the patient group~ This is 
indicative of the enormous economic need of these elderly ill 
patients to meet the cost of institutional placement. 
Also to be noted are the many nursing homes that were 
contacted in an effort to secure satisfactory placement for 
these patients. Only substantial contacts were noted in the 
records, and more homes were contacted which were inadequate 
or charged rates above that stipulated for patients on public 
assistance. 
The chronic hospitals mentioned are those in the Boston 
area where the patients had established their settlement and 
preferred to reside. Only one patient was transferred direct-
ly to the one public chronic hospital for Boston residents. 
Two other patients, later, were ·scheduled to be transferred 
there from nursing homes; however, both preferred to remain in 
nursing homes. 
Types of services 
One social work authority sp~aks of casework services 
in terms of practical services, environmental manipulation, 
and direct treatment. 1 Another speaks,of casework services in 
a similar ma~~er using such descriptive terms as environmental 
modification, psychological support, and clarification and 
interpretation. 2 still another casework authority stresses 
ln:o~d0:ri.l(:H?-mill.i_htonj. '~T]jl.eory and Practice :rn Social case 
Work, P• 277. 
2J:norence Hollis, 11 The Techniques of casework, 1l 
J'ournal of social casework, vol. 30 (June_, 1949), p. 239. 
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the intrapsychic viewpoint and speaks in terms of abreaction, 
clarification, and manipulation,3 while another states the 
purpose of casework techniques as to, ascertain, to amplify, 
clarify, and illuminate.4 
The casework services in this group of cases will be 
considered in terms of Miss Hamilton's classification: practi-
cal services, environmental manipulation, and direct treatment. 
Practical services refers to those services where the 
worker helps the patient to choose and use community services 
and facilities. T.his includes referrals to community agencies 
for financial assistance, placement, and follow-up. 
Environmental manipulation refers to the attempts of 
the social worker to correct, improve, or change the environ-
ment for the benefit of the patient by reducing the strains 
and stresses present in his environment. such manipulation is 
done by the social worker when those stresses and strains are 
more than the aged ill patient can manage or alter under his 
present physical, social, or emotional incapacities, or when 
these pressures will change more easily when handled by the 
social worker than by the patient alone in his present weakened 
condition. This may include helping the patient adapt to any 
.. 
3Greta Bibring, 11 Psychiatric Principles in casework, 11 
Journal of Social Casework, vol~ 30 (June, 1949), p. 230. 
4Helen Perlman, Social casework, p. 161. 
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family adjustments consequent upon his chronic illness and 
helping the patient accept and use availa~le community re-
sources as well as bringing those resources within his reach. 
In this latter function, environmental manipulation overlaps 
to some extent with 11 practical services. 11 
Direct treatment refers to interviewing as a means of 
emotional support and of understanding the patient's problems. 
' 
support is given in an effort to strengthen the ego of- the pa-
·, 
tient·. This involves the release of tension, hostility, and 
aggression and. the giving of reassurance, acceptance, and 
guidance to help the patien.t help himself in solving his own 
problems. Direct treatment includes the clarification of the 
problems and of the feelings and attitudes t~ward the problems 
.that confront the patiehte This clarification also includes 
the patient's understanding of himself, .·his environm.en~, and 
his ·interrelationships with others in the environment. ·It 
seeks to affect some. change in emotional attitudes and adap,... 
tation. 
The aim of all services, directly or indirectly; was 
to·help the patient help himself toward making a-maximum re-
covery within the limitations of his physical capacity and 
condition and to help the patient accept and utilize the -com-
munity resources available to him. 
The twenty-eight aged ill patients.were offered these 
three predominating casework services with one or more of the 
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three techniques being used in all cases. 
practical services were rendered with all patients. 
They consisted of making referrals to community and placement 
resources. The type of short term limited contact with pa-
tients and the nearness or referrals to time or discharge 
allowed but little time for other than the most needed practi-
cal services rendered with supportive treatment. 
EnviroPnental services were needed by twenty-four pa-
tients, or 85 per cent of this group; the remaining four pa-
tients were fortunate to have relatives who were helping to . 
assume some of the financial expenses and the responsibility 
of discharge planning and placement. 
. . 
Direct treatment was used with all twenty-eight pa-
tients as all were in need of varying degrees of casework 
services to help them better understand and accept the illness 
and the continued medical uare recommended by the phy~ician. 
This treatment accompanied the practical and environmental 
services rendered. 
In nine cases, patients were experiencing communi-
cation difficulties of various sorts. Four had difficulty of 
hearing, three of speech, and two of vision. These added 
limitations created barriers in their use of casework services. 
In twenty-four cases, or 85 per cent of the cases, the 
worker utilized community resources. Clarification and in-
terpretation to these agencies of the patient's needs, the 
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sharing of information, and co-operative planning all helped 
the patient in his acceptance and use of institutional place-
ment. 
The social worker through the casework relationship 
and through her use of the three casework techniques achieved 
the goal cf continued medical care through institutional place-
ment for these long-term ill patients. The effectiveness of 
these services was dependent upon the continuous communication 
and collaboration of the social worker with the medical te·am, 
the community and the placement agencies. 
5? 
CIDtPTER VIII 
CASE PRESENTATIONS 
In this section~ five cases will be presented, se-
lected according to the living arrangements of the patient 
prior to hospitalization, to show what discharge problems were 
presented and what casework services were rendered in the dis-
charge planning. 
As noted in Table 4, Chapter IV) prior to hospitali-
zation, twelve patients lived in their own homes with rela-
tives~ two lived alone in their own homes, three lived in the 
homes of friends, another five lived alone in rooming houses, 
and the last six lived in nursing homes. All now were in need 
of continued medical care having received maximum medical and 
surgical hospital benefits. All accepted institutional place-
ment. Five cases will be presented, one from each of these 
five types of living arrangements p~ior to hospital admission. 
case Number one 
This case illustrates casework services with the pa-
tient and relative, with the patient accepting nursing home 
placement rather than returning to his home with relatives. 
A· surnmary 
Mr. J. G., a seventy-:-five year-old widower of one year, 
was born in Ireland, and live~ in a rented flat. With 
him lived his two single sons and one unmarried daugh-
ter, all employed in well-paying jobs.. Two married 
sisters with families lived in the vicinity. patient 
had been an elevator operator before retirement, some 
ten years ago. His Social se..curi ty income was $68.30 
.58 
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a month and he claimed no other income. 
patient had a primary diagnosis of urinary stricture 
and infection and a secondary diagnosis of cardiovascu-
lar heart disease. 
patient had been recently hospitalized, underwent 
surgery, and was discharged home at his request with 
approval of relatives. Ten days later, he was re-
admitted. Three days after readmission to this serv-
ice, patient was referred for discharge planning. Pa-
tient was ready for discharge and in need of continued 
~~dical care. Five days after referral, patient was 
discharged to a nursing home near his home, to receive 
~oilow-up care by the local physician of the nursing 
,home. 
B. Discussion of social work service 
The social worker, in three interviews with the pa-
tient and two interviews with the daughter'· attempted to help 
the patient and relatives accept nursing home placement as the 
physician recommended continued medical care which the patient 
was unable to receive in his present living situation. The 
relatives preferred nursing home placement to a continued home 
me4ical care program. The patient accepted the plan of the 
family for himself. 
The social worker through casework treatment by inter-
.viewing and supportive help attempted to help the patient 
under.stand his need for continued medical care and his need to 
obtain this care through nursing home placement. Some-environ-
mental service was necessary with the relatives, especially 
the daughter who visited the patient regularly and acted as 
the mouthpiece ~Br other members of the family. 
The financial problem of placement was considered with 
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the patient and daughter, but the family helped pay placement 
expenses rather than apply for public assistance. The daught~ 
preferred the social worker to locate a nursing home. Several 
vacancies were obtained, and the daughter and patient selected 
the one nearest their home. The daughter preferred to make 
direct financial arrangements with the home and took the pa-
tient thereo The social worker contacted the home, giving 
medical and social data and sent discharge forms which in-
eluded follow-up reco~mendations. 
practical services with supportive help to accept and 
use nursing home placement so that the patient could receive 
the needed medical care were the focus of the social worker's 
casework treatment. 
case Number Two 
This case presents casework services with a patient 
who had lived alone prior to admission. The patient was in 
need of temporary convalescent care which he was unable to ob-
tain through other facilities. 
A· Summary 
Mr. J. DiS., a sixty-eight year-old separated man, 
born in Italy, had come to Boston twenty-four years 
ago, and now lived alone in a four-room furnished 
flat. He had three married sisters, all living out-
side this state and with whom he had had no contact 
for many years. His estranged wife was living with 
her relatives in a southern state. 
patient was employed as a building construction mason 
before retirement two years ago. His Social Security 
income was $92.00 a month. This was supplemented by 
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Old Age Assistance. or this income, by court order, 
patient payed his wife $20.00 a month. 
patient had a primary diagnosis or benign prostatic 
hypertrophy and a secondary diagnosis of chronic peptic 
ulcers. 
patient, hospitalized ror twenty-rour days, underwent 
surgery. Ten days aft~r admission, referral was made 
to social service regarding discharge planning. Four-
teen days later, patient was discharged to a nursing 
home near his home for temporary convalescent care, 
to receive regular follow-up through the genito-uri-
nary clinic of the out-patient Department of the hospi-
tal. Twelve days after nursing home placement, pa-
tient attended follow-up clinic with a friend. Follo.w-
up examination revealed that patient was much improved 
and recovered sufriciently to return to his flat and 
care ror himself. social worker made necessary hospi-
tal and nursing home discharge plans with the welfare 
and the placement agencies. 
B. Discussion of social work service 
During the three interviews before discharge and the 
one interview each with patient and his friend when at clinic, 
the worker attempted to help patient make an optimum adjust-
ment to his present illness. 
The social worker, during the rirst interview was able 
to establish a relationship with the patient so that he could 
discuss a practical problem that was troubling him. The 
practical service that the social worker rendered was to con-
tact pati~ntts lawyer stating patientts medical needs andre-
questing ·postponement of patientts court appointment due to 
his hospitalization and need for temporary convalescent care. 
Reassurance that the problem would be taken care of by the 
lawyer until he was discharged and well enough to handle the 
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matter personally relieved the patient of much anxiety. 
The patient with supportive help from the social 
worker was able to accept temporary nursing home placement in 
order to follow the physiciants recpmmendation for continued 
medical care since he had no one to care for him. As the pa-
tient preferred to remain near his home and this hospital, a 
local nursing home was located by the worker and approved of 
by the patient and the welfare agency. The patient adapted 
fairly well to this nursing home. It was evident that the pa-
tient had many deep-seated personality problems but was able 
to handle this situation fairly well. 
·,o 
case Number Three 
This case presents the use of casework service with an 
unmarried patient living in the private home of an elderly 
married couple. This couple, long-time family friends with 
the man a former co-worker of the patient before his retire-
ment, had accepted patient into their home a few years previ-
ously. 
A. summary 
Mr. w. Mea., a seventy-three year-old deaf, single man, 
born in Ireland, came to this country fifty-five years 
ago and_ to this city ten years ago. Before retirement, 
patient roomed out and took his ~eals in restaurants. 
A married niece, an only relative, and her husband, 
also local residents, refused coptact with patient. 
This couple now refused patient living facilities in 
their home and declined any and all responsibility for 
care of patient. patient had been a railroad laborer 
prior to retirement, five years ago. His income of 
$83.01 a month was derived from ~is railroad pension. 
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This income was now supplemented by Old Age Assistance. 
patient had a primary diagnosis of cancer of the blad-
der and benign prostatic hypertfophy and a secondary 
diagnosis of total deafness and· chronic alcoholism •. 
prognosis was stated as fair. 
patient, hospitalized for seventeen days, refused 
surgery. seven days after admission, referral was 
made to social service for discharge planning. Ten 
days laterJ patient was discharged to a nursing home 
near his home. patient was to receive regular follow-
up care by physician covering the home. patient ac-
cepted referral to welfare for Old Age Assistance. 
Eligibility was granted, approval for nursing home 
placement was given and patient was transferred. The 
social worker arranged the necessary nursing home 
discharge plans with the patient, the placement, and 
the welfare agencies. Worker notified relative and 
friend of transfer of patient. 
B. Discussion of social work service 
The social worker, in three interviews with the pa-
tient and four telephone conversations, two with a niece. and 
two with a friend, helped the patient reconsider surgery, and 
accept his inability to return home, and accept nursing home 
care. Communication with patient was complicated by his deaf-
ness. worker wrote her messages for patient to read and he 
could then verbally express himself and make himself under-
stood to the social worker. 
The social worker, through casework treatment in-
eluding emotional support, was able to help patient verbalize 
his negative feeling and his anxieties regarding surgery. 
This case was first discussed with the physician who 
informed the social.worker of the patient's refusal of surgery. 
Discharge to a nursing home now seem~d the best plan for the 
63 
time being but it was .felt that within the near future he might 
need transfer to a chronic hospital .for further continued medi 
cal care. 
The financial problem of meeting nursing home expenses 
was resolve~ by referral ofl the patient to welfare for fi-
nancial a$sistance. Of the two types of nursing homes pre-
sented to. patient, he selected the one nearer his home. 
case Number Four 
This case presents the use of casework services with 
an elderly patient without relatives and friends, living in 
a rooming house and.his ac~eptance of chronic hospital care .. 
A• summary 
Mr• G· L·, was an eighty-ftve year-old single. man, born 
in this country, 'li'ving in one room in a rooming house 
and taking his meals in a restaurant. Patient had no 
relatives and no friends but his landlady with whom he 
had lived .for the past twenty-seven years, since coming 
to this city. 
·patient was employed as a school maintenance man until 
he came to Boston. He had been receiving public as-
sistance since·coming here and was an Old Age recipi-
ent. 
patient was sent into the hospital by hospital ambu-
lance at request of the local physician who was 
summoned by the landlady when he continued to remain 
in his room confined to· his bed. patient was hos-
pitalized .for eighteen days, his .first admission in 
fifty years. on the sixth day, he was transferred 
to this service .from the medical service for surgery. 
The seventh hospital day, patient was referred to 
social service for discharge planning. patient was 
discharged .to a local'chronic hospital by hospital 
ambulance. 
While on medical service, no discharge·planning had 
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been instigated. Worker began contact with patient the 
aaw following his admission here. 
Although somewhat confused and disoriented, he referred 
her to his landlady for needed social data. Worker 
contacted the landlady who contributed essential so-
cial data, but declined to assume any discharge re-
sponsibility for patient. work(3r then discussed and 
made discharge plans with his welfare worker, kept 
patient informed and obtained approval of discharge 
plans made. 
The patient consented to the necessary discharge plan-
ning and arrangements made with him to be sent to a 
local chronic hospital. patient was placed on a 
waiting list, but within a few days, he was trans-
ferred there by hospital ambulance. 
B. Discussion of social work service 
Discharge planning, for this patient was somewhat dif-
ferent from other discharge planning in ti!at the patient, al-
though knowing what was happening fairly clearly was unable 
to communicate except by facial expressions, or guttural 
sounds, or motions, since he had lost the faculty of speech 
and was rapidly losing his mental faculties as a result of the 
seriousness of his illness. Neither did his landlady of such 
long standing wish to assume any reaponsibility for the pa-
tient, but transferred that responsibility to the hospital 
worker. 
The social worker in three superficial interviews with 
the patient, succeeded in making a fairly satisfactory dis-
charge plan for the patient for much~needed terminal care. 
The social worker kept the landlady 'informed of discharge 
plans. The day before transfer of the patient, she visited 
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him ~or the ~irst time. 
The 'physician was consulted at the beginning and during 
discharge planning. He helped clari~y discharge planning ~or 
the social worker by discussing the seriousness o~ patient's 
illness with her and the medical recommendations as well as 
the uncertainty o~ the prognosis. 
The worker ~elt that the patient was aware o~ the 
seriousness of his condition, although he could not communi-
cate this. It seemed that the landlady ~ound it di~~icult to 
realize that patient needed terminal care. 
The service used in this situation was mainly sup-
portive. The patient was helped by the· social worker's pres-
ence and reassurance and understanding of him. 
Case Number Five 
This case illustrates casework services with a patient 
who had been residing in a nursing home, was hospitalized, and 
was in need o~ the ~acilities o~ a chronic hospital for termi-
nal care. 
A· summary 
Mr. D· s. was a seventy-four year-old single man born 
in Ireland and living in this city ~or the past ~ifty­
~Io years. For the past three years, he had lived in 
this present nursing home. Patient had only two rela-
tives, a nephew and his wife, both employed. The 
nephew was patient's legal guard~an. They lived near 
the nursing home patient resided' in and visited him 
o~ten. patient was employed as a railroad despatch 
man ~or twenty-nine years until his re~ent, nine 
years ago. patient had a railroad pension o~ $87.l9 
a month plus undisclosed savings. 
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patient had a primary diagnosis of cancer of the blad-
der and a secondary diagnosis of total blindness. 
Thirty-two years ago, patient underwent surgery for 
an abdominal tumor with recurrent episodes of acute 
hospitalization for this condition. 
patient was hospitalized for nineteen days and under-
went surgery. Five days after admission, patient was 
referred to ·social service for discharge planning. 
Fourteen days later, patient was discharged to a 
local chronic hospital. This chronic hospital was 
recommended to nephew by the social worker, visited 
by the nephew and selected by nephew for patient. 
Discharge planning and arrangements were made with 
the nephew but both nephew and worker consulted with 
the patient who was accepting all of plans made for 
him. The necessary discharge forms were sent with the 
patient who was discharged by hospital ambulance to 
the chronic ho~pital. 
B· Discussion of social work service 
The physician was consulted at time of referral and he 
recommended chronic hospital care. The patient was in need of 
terminal care received only in a chronic hospital or in an 
acute hospital such as this. As the patient had now received 
maximum hospital benefits, the physician felt he should be 
transferred to a chronic hospital. The physician had already 
discussed the patient's medical condition with his nephew and 
his wife, so they understood patientts need for this transfer. 
The social worker achieved discharge in three inter-
views with the patient and one interview with the nephew. 
Although the patient was unabie· to see, the social worker was 
able to make contact with him. The 'social worker did consult 
the patient during discharge planning with the nephew and the 
patient consented to all plans made .. : 
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The social worker ~~~~.,~-t~ive. this patie.nt S9~f 
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CHAPTER IX 
CONCLUSIONS 
summary 
The purpose of this study was to examine the discharge 
problems that confront the long-term aged patient in discharge 
planning for continued medical care through institutional 
placement. The role of the social worker in rendering case-
work services with these aged ill patients in help~ng them 
with thei'r discharge and placement problems was examined. The 
study group consisted of twenty-eight male patients, sixty-
five years and ove~ discharged from the genito-urinary service 
of the Boston City Hospital during the one-year period from 
I ,/ . 
June, 1957, through May, 1958. 
The first research question posed for the purpose of 
this study was:' 
1. What type of long-term aged patient was referred for dis-
charge planning? 
The age.group of these patients was, such that con-
tinued medical care through institutional placement was recom-
mended. The age group ranged from sixty-five years to ninety 
years. Three patients were in the sixties, sixteen in the 
seventies, eight in the eighties, and one ninety years of age. 
The living arrangements of these patients were such 
that for varying reasons, return home was prohibitive accord-
ing to medical and social recommendations. Sixteen patients 
had relatives, twelve had no relatives. Three patients lived 
with friends~ one in his own home 13:-lone, two in rooming 
houses, and six in nursing homes prior to admission. The 
practical and emotional support of':a spouse was absent f'or 
twenty-one patients. 
All patients were retired, some as much as forty years 
before hospitalization and some shortly before hospitali-
zation. occupations held by the patients before retirement 
were:; sixteen patients, unskilled; four, ·semi-skilled; and 
one professional. Most of' the patients were indigent or near 
indigent in the lower income brackets with little, if' a~y, 
financial reserves, savings, or insurance. 
The primary means of support f'or this group at the 
time of discharge was some form of public assistance. Four 
patients managed without any public assistance with three of' 
these being partly aided by relatives and one using his own 
savings. 
The medical characteristics were noted in Chapter v. 
All were afflicted with primary and secondary illnesses. Of 
the primary illnesses, eighteen patients suffered from benign 
prostatic hypertrophy, and five with cancer of the genito-
urinary system; five others had ge*ito-urinary infections. 
The onset. of' the present illness in most cases was 
vague and uncertain. Clinical sym~toms necessitating hospi-
talization were incontinence, acute urinary retention and 
! 
' ; 
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hematuria. Prognosis showed that for fourteen patients the 
prognosis was uncertain, seven goo~, five fair, and two poor. 
Examination of the length of present hospitalization 
of the patients on the genito-urinary service showed that 
twenty-four patients were hospitalized less than thirty days 
and only four patients remained beyond thirty dayso 
Tne next question this study attempted to answer was: 
2. What were the circumstances of referral in these cases? 
BY what team member, how long before discharge, and with 
what preparation with the patient? 
The circumstances of referrals as analyzed in Chapter 
VI indicated that the purpose of referral was specifically for 
discharge planning for institutional placement and for fi-
nancial assistance to help meet these expenses. Twenty-six 
referrals came from the medical team including eleven from 
the physician and fifteen from the head nurse; two others came 
from other sources, one from a relative and one from a social 
agency. The medical team at first referred the patient prima-
rily at the point of discharge when the patient was in need 
of continued medical care or when his living arrangements were 
inadequate for even the simplest routine post-hospital care. 
' 
Twenty-four referrals were made toward the middle and end of 
the study period with four coming ;at the point of discharge, 
but all within a two-week period after admission~ preparation 
of the patient by the physician was known in thirteen cases. 
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The third question concerned the discharge plans. 
3. What actual discharge plans were made with the patient? 
Were these in accord with the recommendations of the phy-
sician and the social worker? 
The actual discharge plans as revealed from the data 
contained in chapter VI were that twenty-one patients accepted 
chronic hospital placement. These plans were in accord with 
the physiciants recommendation in all but three cases. In 
these three cases~ the physician considered the patient capab~ 
of returning home; however, social evaluation revealed inade-
quate living arrangements and the patients accepted nursing 
home care. seven patients accepted chronic hospital placement 
due to their need for terminal care. Nine patients were re-
sistent to hospital discharge but with casework services did 
accept nursing home placement 
The fourth question concerned the role of the social 
worker in discharge planning. 
4· What social work services were undertaken with the pa-
tient, his relatives and/or friends, the medical team, 
community agencies, and the prospective placement? 
The social casework services that were rendered with 
the patient~ his relatives, friends, the medical team, the 
community agencies, and the prospective placement were ana-
lyzed in chapter VII· In Chapter VIII, five case presenta-
tions, selected according to present living arrangements, 
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illustrated the individual circumstances of need and the spe-
cific casework services rendered with individual patients. 
The three social casework services used in this medi-
cal setting were practical services3 environmental manipu-
lation, and direct treatment. The goal was effective dis-
charge planning for institutional placement. 
Contacts were mostly short-term, with the number of 
contacts ranging from one to five. Telephone contacts com-
prised a large percentage of contacts with relatives and col-
lateral community resources. patients did assume most of the 
responsibility for their discharge and placement. Fifty-eight 
persons, including the patients, relatives, and friends were 
contacted in person. Daughters comprised the largest group of 
kin planning for the patients. 
casework services rendered with the patient and his 
relatives were to support, clarify, and interpret medical 
recommendations. The patient was also helped to accept and 
adjust to his illness and its limitations. He was helped to 
accept discharge, accept and adjust to his need for continued 
medical care through institutional placement, as well as to 
accept, formulate3 and implement his discharge plans for 
placement and to adjust to placement and follow-up through 
other community resources. 
casework contacts with th~ medical team were of an 
l 
informative and interpretative nature. 
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casework contacts with the community agencies and 
prospective placements were for the purpose of exchanging 
medical and social data, making referrals, and undertaking co-
operative planning. The caseworker clarified and interpreted 
the needs of the patient and his relatives to agencies 
Discussion 
patient focused, comprehensive medical care is the 
need of the long-term aged patient today. With a better 
Qnderstanding of the patient, his needs, his illness, his 
personal, social, medical, and emotional problems, more sue-
cessful discharge planning can be made for the comprehensive 
medical care needed in institutional placement when conditions 
are such that the patient cannot be -cared for at home. 
The social worker through casework services can help 
the patient make the best adjustment to and use of such insti-
tutional facilities~ Because of her training and knowledge 
of individuals and communities, the social worker can be the 
integrator for the co-ordination of medical and community 
services and facilities for total patient care~ 
'· 
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APPENDIX 
SCHEDULE 
I. PERSONAL AND SOCIAL CHARACTERISTICS OF THE PATIENTS 
1. Name 
2. Age 
3· Birthplace 4· Marital status 
5. Living arrangements at time of' admission 
6. Number and relationship of' household members 
7• Living arrangements of' other known relatives 
8. Economic status at time of' admission 
a. Amount of' income 
b. Source of' income 
9. Occupational status 
a. Employment at time of' admission 
b •. Length of' time since retirement 
c. Reason f'or retirement 
II· MEDICAL HISTORY 
10. Discharge diagnosis 
a. Primary 
b. Secondary 
11. onset of' present illness: date 
12. present hospitalization: dates 
13. Chief' complaint upon admission 14. Previous hsopitalizations f'or present illness: 
dates 
III. OPENING AND CLOSING OF SOCIAL SERVICE CONTACT 
15. source of' ref'erral 
16. nate of' ref'erral 
17. Preparation of' patient f'or ref'erral 
18. Physiciants discharge date 
a. patient ready f'or discharge~ date 
b. Actual discharge: date 
19. nate of' closing 
20. Medical care at closing 
21. Economic status at closing 
IV. DISCF..ARGE PLANNING FOR PROSPECTIVE PLACEMENT 
22. Plan the physician recommended 
23. Plan considered by the 1social worker 
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SCHEDULE (Continued) 
24. Plan accepted by patient and/or relatives~ friend 25. If different, reason for this difference 
V. SOCIAL WORKER'S ACTIVITIES IN DISCHARGE PLANNING WITS:: 
26. patient himself 
27: R~lative, friend 
28: Medical team 
29: Community agencies 
30~ Prospective placement 
31. Reason for acceptance and final_plan 
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